Each and every day in the U.S., more than 160 people die as a result of violence due to homicides and suicides.^[@R1]^ These violent deaths constitute an urgent public health problem. Homicide and suicide, taken together, were the fourth leading cause of years of potential life lost in the U.S. in 2014.^[@R2]^ Each year, more than 55,000 people die in the U.S. as a result of violence-related injuries.^[@R3]^ In 2014, suicide was the tenth leading cause of death, claiming more than 42,000 lives^[@R1]^ and resulting in an economic cost estimated to be \$53.2 billion, largely associated with lost work productivity.^[@R4],[@R5]^ From 2005 to 2014, the national suicide rate rose for 9 straight years from 10.9 per 100,000 in 2005 to 13.0 per 100,000 in 2014, an increase of more than 18%,^[@R6]^ and now ranks as the second leading cause of death among adolescents and young adults.^[@R7],[@R8]^ Homicide rates in the U.S. have declined over the long term, but are still a major problem resulting in an economic cost estimated at \$26.4 billion.^[@R2],[@R5]^ Among high-income nations, the U.S. historically has the highest homicide rate.^[@R9]^ Homicides disproportionately affect boys and men, adolescents and young adults, and certain racial/ethnic groups, such as non-Hispanic blacks, non-Hispanic American Indian/Alaska Natives, and Hispanics.^[@R10]^ These groups have not experienced the same level of decline and, in some cases, rates have increased.^[@R11]^ Homicide is the third leading cause of death for 10- to 24-year-olds in the U.S. and the leading cause of death for male and female African Americans aged 10--34 years.^[@R1]^ Suicide and homicide are preventable, but to address this problem as efficiently and effectively as possible, practitioners need data that are both timely and provide information that is useful in guiding preventive actions.

The National Violent Death Reporting System (NVDRS) provides data on violent deaths that are critical for informing prevention strategies and tracking progress in reducing homicides and suicides. NVDRS was created as a response to a 1999 Institute of Medicine report outlining the need for a national fatal intentional injury system.^[@R12]^ In 2001, the U.S. National Strategy for Suicide Prevention developed from the U.S. Public Health Service\'s Surgeon General\'s Office also recommended starting NVDRS^[@R13]^ and, in 2002, the Institute of Medicine added its recommendation that the Centers for Disease Control and Prevention (CDC) establish NVDRS.^[@R14]^ Before implementation of NVDRS, single data sources (e.g., death certificates or law enforcement data systems) provided only limited information and few circumstances from which to understand patterns of violent deaths. NVDRS fills this gap in surveillance as the first multistate system to provide detailed information on circumstances precipitating violent deaths, the first to link multiple source documents on violence-related deaths to enable researchers to understand each death more completely, and the first to link multiple deaths that are related to one another (e.g., multiple homicides, multiple suicides, and cases of homicide followed by the suicide of the suspected perpetrator).^[@R12]^ The three main goals of NVDRS are to: collect detailed information about violent deaths in the U.S., including when, where, and how they occurred;link data collected by law enforcement, vital statistics, and coroners\' offices into the reporting system; andprovide information to help public health officials, violence prevention groups, law enforcement, and policymakers better understand the problems and guide national, state, and local actions to prevent violent deaths.

Each of the individual sources of information (death certificates, coroner/medical examiner, law enforcement) by themselves are valuable, but compiled together, the richness of NVDRS is unparalleled. For example, although electronic death records can report on rates and trends in violent deaths in a timely fashion, they often do not include the circumstances of the event that are available in the medical examiner/coroner\'s report, nor do they record any information on the perpetrator that is contributed by law enforcement data. Medical examiner/coroner records can add information such as prior mental illness, recent crises in the decedent\'s life, whether the person had disclosed their suicidal intent to anyone, or chronic medical conditions, but will not include information such as a restraining order (from law enforcement data). Together, these data give a much fuller picture and can allow for a more informed prevention effort. Further, NVDRS using all of its sources of data is often more accurate at identifying specific types of violent death (e.g., deaths due to lethal force being used by law enforcement officers in the line of duty; homicides followed by suicides) and can identify more cases than single data sources.^[@R15]^

Data can be generated from NVDRS that allow for characterization of violent deaths in ways that were previously very difficult to do and that open up new possibilities for prevention. NVDRS, for example, allows researchers to link violent deaths that occur in the same event. In one study of homicides followed by suicides, researchers were able to show that the majority of the incidents were associated with prior intimate partner conflicts and make recommendations for prevention of those kinds of events.^[@R16]^ Investigators who use death certificates alone can only access limited information about the circumstances of homicides or suicides but, most importantly, they are unable to link suicide incidents with the relevant homicide(s). The rich circumstantial information that is generated by NVDRS allows investigators to examine issues that would not be possible with death certificate, law enforcement, or medical examiner/coroner information alone. For example, researchers at CDC were able to conduct a study examining the association between eviction and foreclosure and suicides. They documented significant increases in eviction- and foreclosure-related suicide during the U.S. housing crisis of the mid-2000s.^[@R17]^ In another example, results from research using NVDRS data have called into question some commonly held beliefs about suicides among military personnel. Logan et al.^[@R18]^ showed that the most common precipitating factor associated with suicide among active duty personnel was intimate partner problems, suggesting that intimate partner problems are as important, if not more, than military stress. Another study by Kaplan and colleagues^[@R19]^ showed that veterans were at higher risk for suicide compared with nonveterans in all age groups except the oldest (\>65 years), and that a focus should be made on the younger veteran population. A multiple-state study of intimate partner homicide and corollary homicides demonstrated that the burden of intimate partner violence extends beyond the couple involved and often involves family members and friends.^[@R20]^ These types of findings strengthen initiatives focusing on identifying at-risk persons in diverse environments and preventing these deaths.^[@R21]^

State Health Departments that collect NVDRS data have used the data to great effect to identify areas of need and provide data to parties that are involved in addressing those problem areas. For example, the Oregon Violent Death Reporting System staff developed a report describing the patterns of suicide among veterans in the state. They also worked with the local Veterans Health Administration to provide information that could allow prevention specialists to focus on at-risk veteran populations.^[@R22]^ In another example, the Oklahoma Violent Death Reporting System produced a state report examining death due to the use of lethal force by law enforcement officers (i.e., legal intervention deaths).^[@R23]^ The staff was able to show that their system provided a better assessment of the total number of events, could describe recent increases in the number of events, show that certain groups were disproportionately affected, and provide information on the circumstances associated with a majority of the events. Data from the Rhode Island Violent Death Reporting System were used to determine the incidence of suicide by age group.^[@R24]^ Data showed that slightly more than 42% of the state\'s suicides were among working adults aged 35--54 years. Those suicides represented medical costs of \$115,699 and work loss costs of approximately \$40,000,000. These suicide data along with suicide attempt data were presented to the Rhode Island Injury Community Planning Group\'s Suicide Prevention Subcommittee to provide them with a better understanding of the populations most affected by suicide. The subcommittee convened a statewide suicide prevention symposium that included the state\'s two largest employers to discuss approaches to preventing suicide among a working-age population.^[@R24]^ The North Carolina Violent Death Reporting System linked its records from the North Carolina Division of Aging and Adult Services\' Adult Protective Services (APS) to examine violent deaths among persons aged ≥18 years in care of APS.^[@R24]^ The State was able, for the first time, to quantify and describe these deaths. They found that violence-related APS deaths occurred most often among people aged 45--54 years, whereas all other types of APS deaths occurred most often among those aged \>75 years. As a result, they improved elder abuse and neglect surveillance, developed an adult fatality case review protocol and data collection process, and initiated targeted elder abuse and neglect prevention programs and improved staff training to identify violent death risks among APS clients.

State health departments and civil society are using valuable information provided by NVDRS to reduce the large number of suicides and homicides that occur every day in the U.S. Currently, NVDRS is in 32 states, with plans to expand. The goal is to cover all 50 states, Washington, DC, and the U.S. territories to truly realize a complete surveillance system for the U.S. If NVDRS was implemented in all 50 states, the U.S. would have a complete data system for describing and tracking the urgent public health problem posed by suicides and homicides in this country; researchers would be able to use these data to evaluate state policies designed to reduce violent death; and the nation would have a system that would be able to monitor, characterize, and generate new solutions for issues that are presently at the forefront of concern for many Americans, such as deaths caused by the use of lethal force by law enforcement officers, suicide among veterans, the increasing national suicide rate, and complex incidents involving multiple victims. In sum, as the nation seeks solutions for the vexing problems of suicide and homicide, NVDRS provides objective, reliable information that will guide us to solutions that are effective and sustainable.

The NVDRS staff is constantly looking at ways to increase timeliness and to get the data into the hands of prevention program implementers and decision makers faster. Further, with new advances in data visualization, they are considering new formats to help consumers better review and understand the reports. They continue to look at new aspects of the data that can generate unique and innovative prevention efforts. Additional planned reports include an analysis of violent deaths in vulnerable populations, such as sexual minority groups, law enforcement officers killed in the line of duty, deaths due to the use of lethal force by law enforcement officers in the line of duty, homicides with multiple victims, and inequities in violent deaths. While efforts are underway to expand and update the system, we will continue to consider ways that the data can be used to protect the public and decrease the burden of violent deaths in the U.S.
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